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Dear Editor:
As corresponding and first authors of
the article on objective measurement
of functional abilities in knee patients
[5], we thank Ejnar Eriksson [1] for
his editorial reaction. We agree with
many points, but contrary to Eriks-
son’s implicit suggestion, we do not
think that the DynaPort KneeTest is a
competitor to kinematic analysis in
the gait laboratory since the KneeTest
aims at another level of analysis.
In our contribution we distin-
guished three levels of analysis:
joints, muscles, ligaments, etc., in-
cluding the kinematics of the pros-
thesis; patients’ actual functional
abilities; and patients’ self-reports.
These are different levels of organi-
zation, where higher levels can retain
their order notwithstanding changes
at the lower levels [2] (whereas close
to a transition small changes at the
lower level can have major conse-
quences for the higher one). Thus
patients with different limb and trunk
kinematics may have the same func-
tional abilities simply because per-
sons can perform the same function
with different movements.
Not surprisingly, patients’ self-re-
ports were found to have low correla-
tions with actual functional abilities
[4, 6], in the order of 0.4, implying
not more than 16% common vari-
ance. Functional abilities are differ-
ent from patients’ self-reports; there-
fore it is wisdom to measure both.
Similarly, functional abilities have
no 1:1 relationships with underlying
kinematics. Comparing “the effect of
different prostheses on gait” [1], one
needs to distinguish gait as a func-
tional ability from gait as a collec-
tion of detailed kinematic/kinetic
events. The construction of prosthe-
ses may have matured so much that
no major differences are to be ex-
pected at the level of function, at
least not in the first years after sur-
gery. Indeed, such differences were
not reported in research with the 
DynaPort KneeTest (René Verdonk,
Gait Analysis Symposium, ESSKA
Conference, Rome, 2002). We agree
with Dr. Eriksson that differences be-
tween prostheses reveal themselves
optimally at the level of kinematics/
kinetics, as measured by full-blown
gait analysis. Such gait analysis and
the DynaPort KneeTest aim at differ-
ent levels, and we see them as com-
plementing each other.
In its attempt to derive function
from kinematic data, the DynaPort
KneeTest appears to be ambiguous
with respect to levels. Does it indeed
measure function rather than kine-
matics? It collapses a variety of
tasks, derives numerous movement
parameters from each, and gives a
score of 0 if a particular function
cannot be performed. From all 
measured “basic parameters”
(tasks×movement parameters) those
were picked that significantly dis-
criminated between patients and
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healthy controls. Most parameters
were unstable in a test-retest study,
but collectively they were not, and as
a whole they improved when the pa-
tient improved. We take this as com-
pelling evidence that the overall
scores of the DynaPort KneeTest are
a valid indicator of functional abili-
ties (not just of gait).
Who would need objective assess-
ment of functional abilities? Anyone
who is interested in the level of func-
tion when performing intervention
studies or fundamental analyses of
prerequisites for function, when de-
ciding whether to perform knee
arthroplasty or in aftercare. After
knee arthroplasty a majority of pa-
tients have trouble with at least some
daily activities [3]. Researchers
should do their utmost to make infor-
mation about function available to 
professionals involved. Such infor-
mation can now be obtained inex-
pensively (buying the necessary
equipment is always much cheaper
than setting-up a gait laboratory),
and efficiently (the DynaPort
KneeTest takes about 30 min to ad-
minister and analyze). We expect
that objective evaluation of func-
tional abilities will prove itself indis-
pensable for daily practice as well as
research.
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